In 1907 a momentous change transformed the Royal Medical and Chirurgical Society into the Royal Society of Medicine by a merger with a number of societies loosely designated specialist. It was a project that had been long in gestation, foreshadowed in 1860±1870, proposed in 1892, negotiated in 1905, catalysed by the enthusiasm of Sir William Osler and effectively engineered by the Secretary John MacAlister. For some the merger was a reaf®rmation of the unity of medicine and an opportunity to debate the great issues in a forum of all talents. For some it was a way of reviving the¯agging spirits of a society where attendances at meetings were falling precipitously. For some it was an administrative convenience, a sharing of facilities and a saving of subscriptions. But in the broad sweep of professional evolution in Britain it was a signi®cant if belated recognition that hospital medical practice was fast becoming specialist and that the process of specialization would continue inexorably. For many it was a reluctant acknowledgment.
BEGINNINGS
The Medical and Chirurgical Society was founded in 1805 as a break-away from the Medical Society of London (MSL), a move precipitated by the obduracy of Dr James Sims in monopolizing the presidential chair. There were of course other agendas. The older body had aimed to bring together the three traditional branches of the profession but a new spirit was infusing the staff of the`great hospitals'. The Medical and Chirurgical Society, later to be Royal (RMCS), was founded by hospital physicians and surgeons, led by those from Guy's, who were impatient with both the diehard seniors of the Royal College of Physicians and the aspirations of the Apothecaries. It was to be a learned society without regulatory responsibilities or medicopolitical ambitions. Being based on the great hospitals it at ®rst included very few obstetricians and no asylum doctors, while the oculists and aurists, those successors of the craft practitioners who had in earlier times lacked medical quali®cations, were naturally excluded.
By the mid century specialism could not be altogether ignored although it was denigrated on every possible occasion. But in 1860 and again in 1870, when specialist societies had appeared, the RMCS became worried about the defections from its ranks and began to consider mergers.
First moves towards a united society
In 1860 the RMCS was housed in Berners Street but there was a possibility of obtaining accommodation in the newly rebuilt Burlington House and an ambition therefore to form a Medical Academy. Merger proposals now aimed at reuniting with MSL as well as with the specialist societies. Of these there were effectively four. Two represented the special interests of general physicians and surgeons and were in principle willing to join the merger. Two represented specialist practitioners who valued their independence.
The Pathological Society of London, founded in 1846, brought together the more enterprising physicians and surgeons of the day for the discussion of operating theatre and necropsy trophies. Lionel Beale, with a laboratory in Carey Street, was the only specialist pathologist in London at the time.
The Epidemiological Society was founded in 1850, the time of the cholera epidemics, by Dr B G Babington, a Guy's physician, and brought together the leading clinicians of the time to promote the investigation of epidemic diseasesÐa narrower de®nition than would later be given to epidemiology. Babington would have gladly accepted the merger in 1860. During the subsequent decade there was growing interest in state medicine and Associations of Medical Of®cers of Health represented specialist practitioners. The Epidemiological Society stuck to the academic approach and was willing to join the merger in 1870.
The obstetricians took an altogether different view. The Obstetric Society of London was brought into being largely through the enthusiasm and combative spirit of William Tyler Smith. At the inaugural meeting in 1858, as Secretary he was the driving force, pointing out that the two Royal Colleges did nothing for obstetrics. In 1861 and again in 1870, in cooperation with his successor Graily Hewitt, Tyler Smith torpedoed the efforts of the RMCS to form a united society. The sticking point was the RMCS proposal that there should be a single medicosurgical section (i.e. the existing organization) and a series of specialist sections of which obstetrics would be one. Such an arrangement would clearly preserve the old hierarchy, leaving the specialists as subordinateÐprecisely the mould which the Obstetric Society was founded to break.
The Medico-Psychological Association had been founded in 1841 as the Association of Medical Of®cers of Asylums and Hospitals for the Insane. At ®rst it was clearly in the category of an occupational society. In 1860 the RMCS would not consider inviting it to join but under Henry Maudsley, as the Medico-Psychological Association, it became a learned society as well as representative of the specialty. Prizing its independence, there was no way in which Maudsley could countenance the RMCS merger proposals in 1870.
SPECIALISM IN 1905
By the time of the next outbreak of merger fever in 1905, when the RMCS was housed in Hanover Square, the attitude towards specialists had changed substantially although not yet radically. The startling success of the voluntary special hospitals and the personal prestige achieved by some individual specialists was evident to all. In general hospitals everywhere, obstetrics and gynaecology, ophthalmology, otolaryngology and dermatology were recognized in special departments but there was still no question of parity of esteem with general surgery. Neurology had appeared as the interest of a small elitist group but there was otherwise no specialization on the medical side. Orthopaedics was recognized by teaching hospital appointments but the British Orthopaedic Society, founded in 1894, had not survived. Urology was practised by a few individual experts but regarded by most as the business of general surgeons. Psychiatry was admittedly entirely separate, remote in its asylums and hardly represented in the teaching hospitals. Public health was served by a small number of whole-time specialists and a larger number of general practitioners part-time.
Royal Colleges
From the Royal Colleges still emanated condemnations of specialization, tempered only by the reluctant admission that in some areas instrumental skills were attainable only by those with special training. Sir William Russell Reynolds, PRCP, in 1902 wrote that specialism denotes retrogression instead of evolution, and the survival not of the ®ttest but of the charlatan and the quack' 1 . In the world of medical societies, however, specialism could no longer be denied, members were voting with their feet and we ®nd that three presidents of the College are instrumental in securing the merger which formed the RSM. Sir Andrew Clarke in 1892 envisaged a federal society composed of the RMCS and its tenants in Hanover Square, but died before progress could be made. Sir William Church was chairman of the organizing committee and Sir Douglas Powell was RMCS president in 1905 when the scheme, largely proposed by the enthusiasm of John MacAlister the Secretary, was launched. Sir Douglas, who had already presided over the MSL and the Clinical Society, was reputed to have an unfailing sense of what was correct on every occasion 2 . He spoke strongly in favour of the merger, emphasizing particularly the advantages of a joint subscription and shared accommodation, but in telling phrases he indicated the limits of his target:`I am inclined to think that the function of this Society, which is concerned with the mere reading of papers and which it has in common with several other societies' . . .`there is a great overlapping . . . and corresponding waste of force' 3 . Clearly there was here no concept of an Academy of Medicine either in role or title but simply a bringing together under one organization of facilities for delivering papers on a variety of subjects. There would be no concession to specialists with medicopolitical ambitions; the newcomers were to have their talking shop without disturbing the established structure of the profession.
NEW MERGERS
Faced with the task of implementing a merger MacAlister approached ®rst the tenants of both the older societies, initially on the supposition that MSL and RMCS would reunite, and such other groups of specialists as seemed appropriate. Ultimately the MSL declined and the Clinical Society was the only generalist body willing to join.
For most members of the specialist societies the merger had obvious advantages, linking them to a prestigious body and giving them access to the best library in town at the cost of a small increase in subscription. New merger proposals had of course to visualize Sections of equal status; parity could no longer be questioned. Negotiations revolved round the issues of the status and function of the specialist societiesÐwhether, for instance, they had acquired a wide and international membership or some medicopolitical ambitions. There were to be discussions on the value placed upon their libraries and ®nancial assets. Another point of dissension was the attitude towards women doctors. Both the MSL and the RMCS excluded them but women had been members of several of the specialist societies. Amazing as it must now seem, the RSM proposed to accept women as members of Sections but not as fellowsÐa term I suppose still possessing male overtones.
Acceptances and rejections
The Ophthalmological Society of the UK (1880) represented a well-de®ned specialist group with a wide national and international membership. It was already operating in the public domain on behalf of the specialty and the invitation to the merger, although extensively debated, was turned down by the majority who felt it wrong to lose the authority it possessed 4 . The ear, nose and throat doctors supported three societies. The British Association of Laryngology, Rhinology and Otology (1888) was founded by Morell MacKenzie after his fall from grace, and the Laryngological Society of London by Francis Semon; the Otological Society was a latecomer in 1900. The RSM provided an attractive rationalization with two Sections, each with a stake in rhinology.
The Dermatological Society of London (1882) was the preserve of a small number of teaching-hospital dermatologists but the specialty was of interest to a much wider group catered for by the Dermatological Society of the UK. The two coexisted with overlapping membership until the Section was formed in 1907.
The Neurological Society of London (1885) was originally intended to embrace a wide diversity of talent, scientists as well as clinicians, psychiatrists as well as neurologists, but the Queen Square culture soon became dominant. A very successful society became a successful Section in 1907.
The Society of Anaesthetists (1898) had an impressive record of scienti®c meetings and would have joined the RSM without demur, but the problem of women's fellowship delayed them for a year. The Society for the Study of Diseases in Children (1900) provided for the special interests of a variety of doctors rather than for a specialty of paediatrics. It also joined in 1908. The Balneological and Climatological Society brought together medical men from spa and health resorts. It was primarily an occupational grouping with pretensions to science. The Section was formed in 1909 and carried the germ of a specialty of physical medicine. The British Electrotherapeutic Society and the Therapeutic Society were relatively new organizations when invited to join, which they did in 1907.
The Pathological Society of London, which was still dominated by clinicians, merged without protest, but the increasingly numerous professors of pathology had already founded the Pathological Society of Great Britain and Ireland which would independently represent the specialty for many years 5 . The Epidemiological Society had continued to provide a forum, although by no means the only forum, for the academic discussion of public health issues and it was only its title, whether or not to include`state medicine', which caused problems. Tropical Medicine became increasingly its concern, but an entirely independent Society for Tropical Medicine was founded in 1907 which adamantly refused to take part in the merger.
The Odontological Society was constituted by the higher echelons of dental surgery while the great majority of the dental profession belonged to the British Dental Association. However, the odontologists occupied the upper¯oor of the Hanover Square house of the RMCS and needed little persuasion to join. Their numerous portraits still decorate the walls of the RSM, but their museum was transferred to the care of the Royal College of Surgeons.
The Medico-Psychological Association continued to expand its role as the professional association as well as publishing a scienti®c journal and setting up its own specialist diploma. There was even less hesitation than in 1870 in rejecting proposals for merger.
It was thus becoming clear that, where there was a well de®ned specialty with a society having a wide national membership and acting on their behalf in negotiations with public authorities, a merger with a purely academic body would not be acceptable. Obstetrics was to provide an apparent exception to this rule.
Obstetricians
The second half of the 19th century had seen major changes in obstetrics and gynaecology which were re¯ected in the structure of its societies. Tyler Smith had been a keen advocate of an outward-looking role for the Obstetric Society and his cause was taken up by James Aveling and Robert Barnes. A College of Obstetrics was one of the proposals and, though this did not ®nd favour, the proper training and certi®cation of midwives became a major concern. The General Medical Council (GMC) was pestered to improve the training of undergraduates, and campaigns were mounted to secure both better conduct of labour and the avoidance of puerperal sepsis in general practice. However, a split appeared in the ranks of the reformers between those who saw the future in terms of gynaecological surgery and those for whom the conservative management of labour was the most important issue. The former were increasingly drawn towards the College of Surgeons but were frustrated by the unwillingness of many general surgeons to allow them to perform abdominal operations; the latter treasured their status as obstetric physicians. The British Gynaecological Society (BGS) was founded in 1885 as a break-away strongly promoted by Robert Barnes as part of a campaign to secure the same status for gynaecological surgeons in the teaching hospitals as they had already achieved in the special hospitals. Inevitably there was some tension between the two societies despite considerable overlapping of membership but by the end of the century the mutual antipathy had lessened. V o l u m e 9 3 D e c e m b e r 2 0 0 0 quali®cation 6 . It was a signi®cant step for the RCP, earlier so disdainful of midwifery, and even more signi®cant that the Obstetric Society was not directly involved. Champneys was joined by a young and aggressive professor of obstetric medicine at University College Hospital, Herbert Spencer, who took a conservative stance appropriate to the RCP; he had become in¯uential in the Obstetric Society, being elected to a committee formed to consider the merger with the RMCS. The general principles were soon agreed, subject to the appointment of trustees to guard the assets of the Obstetric Society, to preservation of the library and to the admission of women. The BGS took a bit more persuading but ultimately agreed to sink its independence. It is easy to see this as a triumph for good sense as well as for the negotiating skill of Herbert Spencer but there were important losses as well as gains. The BGS formally abandoned the idea that gynaecology was a separate and surgical specialty; and the Obstetric Society abandoned the objectives of its founders to establish the obstetricians as the equal of physicians and surgeons, subject to neither and entitled to speak independently in dealings with government, the GMC and the profession in general. In merging with the RSM they were accepting a purely academic role and leaving the RCP to speak on their behalf. Tyler Smith must have been turning in his grave. It was not a settlement that could endure. Twenty years later the pressure to create an independent college was irresistible despite the opposition of both Royal Colleges.
CONCLUSIONS
Thus in 1907 with the new Charter, and a little tidying up in 1908±1909, the merger with 17 societies transformed the RMCS into the RSM, with a federal structure valuing equally its 13 constituent Sections and providing a platform for the early stages of many subsequent specialties. It was a transformation widely welcomed as a renaissance as well as an administrative convenience. The membership increased rapidly. The merger did not, however, succeed in recreating an academic body for an integrated medical experience, as some had hoped. Although on four occasions during the ®rst years major debates were organized on a society basis, the specialists were so taken up with advances in their own ®elds that they gave scant attention to the opportunity for interdisciplinary discussions. The most general section, that of Medicine itself, had dif®culties in its attendances within the ®rst ®ve years.
The transformation was the ®rst acceptance by a national institution that the practice of medicine was becoming specialized, but it was not a wholehearted acceptance. The RSM was limited by its constitution to its role as a learned society and no licence was given to specialties to acquire educational or regulatory responsibilities or to negotiate with employers or government. The RSM Council had subsequently to restrain the ambition of several Sections to promote their own causes. But the federal structure allowed for the creation of new specialist Sections and it soon had to be acknowledged that the trend towards specialization was unstoppable.
It would soon also become clear that, as a specialty matured, an RSM Section would never be enough. A specialist association had to be established which would demand the right to regulate its own training and to wield its own medicopolitical clout. In most cases there has been room for both a Section and an association but the tension remains. Membership of the Section will never be seen as indispensable to the specialists, but the prestige of the RSM, its library and social facilities and its ability to put on interspecialty and multidisciplinary meetings will always be valued by many.
